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I.  Introduction 

Susan  Shea  called  the  meeting  to  order  and  introduced  the  agenda.  She  said  the  purpose  of  the  meeting 
was  to  talk  informally  amongst  the  providers  in  the  Integrated  Services  Model  to  get  consensus  about  how 
it  is  working  and  what  the  strengths  and  weaknesses  are  and  then  to  make  recommendations  to  the 
Council. 

Kirsten  Balano  distributed  a  document  to  serve  as  a  basis  for  the  discussion.  The  memo  prepared  by  the 
SFDPH  summarizes  the  Annual  Narrative  Reports  from  IS  providers  and  is  divided  into  three  sections: 
Challenges  to  Integration;  Gaps  in  the  System;  and  Types  of  Technical  Assistance  that  would  be  helpful. 
This  document  was  sent  out  to  all  Care  Council  members.  She  summarized  saying  that  some  of  the  key 
challenges  and  gaps  have  to  do  with,  not  surprisingly,  housing  and  access  to  housing  and  that  mental 
health  and  substance  abuse  services  do  not  seem  to  be  very  well  integrated.  Some  of  the  technical  issues 
are  about  hiring,  computer  assistance  and  communication  problems. 

Susan  S.  reminded  everyone  that  the  Care  money  coming  to  San  Francisco  would  be,  at  best,  static  but 
probably  reduced.  Therefore,  recommendations  would  mean  moving  money  around  and  the  group  should 
consider  how  that  would  be  done. 


II.  Strengths 

The  first  speaker  talked  of  the  ease  of  referrals  and  the  information  flow  and  better  follow  up  clients. 
Another  spoke  of  how  having  the  various  services  on  sight  helped  to  stabilize  clients  who  have  never 
been  stable  before.  Patricia  PA.  said  it  provided  better  quality  of  care  particularly  when  primary  care  and 
mental  health  people  can  consult  each  other  using  the  same  chart,  discuss  medication  problems  etc. 
Another  provider  remarked  that  is  made  it  easier  for  case  conference  about  clients  and  that  this  was  very 
helpful  especially  for  the  multi -diagnosed  clients.  Guy  V.  said  it  cuts  down  on  the  duplication  and 
inefficient  delivery  of  services,  which  is  less  frustrating  to  clients  and  providers. 
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Diane  J.  pointed  out  that  this  seems  to  be  better  for  the  providers  but  asked  what  was  the  tangible 

improvement  for  clients?  Someone  responded  saying  that  his  program,  which  has  two  sites  and  a  mobile 

unit,  can  respond  to  multi-diagnosed  clients  who  get  violent  or  destabilizing  by  refusing  service  to  them. 

They  then  can  go  to  the  other  sight  or  mobile  unit  and  still  be  served  and  that  this  has  stabilized  people's 

violent  and  dangerous  behavior  without  disturbing  their  care. 

Katherine  L.  said  that  it  was  hard  to  talk  about  outcomes  at  this  point  because  these  things  take  a  long 

time  to  gel.  Initially  there  was  no  model  or  system  so  things  evolved  organically,  slowly  and  with 

difficulty.  She  went  on  to  question  the  whole  idea  of  "outcomes."  Her  clients  are  still  on  the  streets; 

nothing  has  changed  except  they  check  in  from  time  to  time.  And  that,  to  her,  is  a  positive  outcome. 

Carole  C.  echoed  that  comment  saying  that  the  fact  that  clients  are  comfortable  coming  in  and  eventually 

taking  the  next  step  to  see  the  primary  care  person  then,  mental  health  etc.,  is  a  stabilizing  factor  for  them. 

Tom  C.  spoke  of  how  seeing  old  clients  from  the  Ambassador  from  three  years  ago  who  look  the  same  is 

a  positive  thing  because  it  means  they  are  still  alive.  One  very  important  criterion  from  the  clients'  point 

of  view,  he  added,  is  whether  or  not  they  have  a  place  to  sleep. 

Lisa  O.  thought  that  vouchers  were  a  good  incentive  for  getting  people  into  an  IM  site. 

Billy  P.  talked  about  the  pre  IS  days  when  different  places  didn't  trust  each  other  to  send  referrals  and 

didn't  speak  to  one  another.  That  has  changed  and  is  a  positive  outcome  and  an  improvement  to  how  care 

is  provided  to  clients. 

A  provider  wanted  to  remind  everyone  of  the  context  in  which  we  worked:  of  neighborhoods  that  look 

like  Calcutta,  with  a  severe  housing  shortage,  in  a  city  with  a  budget  surplus  of  $1 10M. 

SS  summarized  by  saying  she  thought  everyone  agreed  that  integration  was  a  good  thing  and  that  it  was 

good  for  clients.  The  challenge,  she  said,  was  to  be  able  to  prove  to  funders,  to  HERSA,  to  the  Care 

Council,  that  it  works  even  when  their  formulas  for  accounting  and  measuring  "outcomes"  are  not 

workable.  We  providers,  she  concluded,  have  to  come  up  with  our  own  ways  of  showing  the  value  of  this 

model. 

HI.  Weaknesses 

Substance  abuse  was  identified  as  a  major  weakness. 

KL  said  she  was  extremely  frustrated  by  substance  abuse  programs  that  refuse  to  take  people  who  are 

sick.  They  seem  to  be  terrified  of  illness,  maybe  lacking  medical  backup. 

John  Conley  wanted  to  acknowledge  that  increased  integration  means  reduced  choice.  He  did  feel  that 

increased  utilization  and  access  due  to  reduction  of  barriers  made  it  up. 

Lisa  O.  wondered  if  childcare  and  services  to  children  and  women  were  not  a  weakness. 

A  provider  spoke  of  the  lack  of  substance  abuse  services  available  in  Spanish  and  other  languages  and 

using  culturally  appropriate  models. 

James  B  spoke  of  the  preponderance  of  substance  abuse  programs  being  residential,  social  model 

programs  based  on  abstinence  with  a  limited  number  or  beds,  therefore  waiting  lists  and  expensive.  He 

would  like  to  see  more  outpatient  services  at  primary  care  clinics 

TC  said  that  having  substance  abuse  services  is  fine,  but  there  are  a  diversity  of  clients.  He  felt  that  the 

majority  of  substance  abuse  counselors  practicing  in  SF  would  have  difficulty  doing  harm  reduction, 

needle  exchange  or  working  along  that  continuum  of  substance  abuse  care. 

Michael  Siever  suggested  using  the  term  "substance  use"  rather  than  "substance  abuse"  describing  that 

continuum  better. 

Another  participant  talked  about  substance  abuse  assessment  more  than  counseling  and  being  able  to 

speak  to  clients  about  the  pharmacology  of  what  they  are  using,  interaction  etc.  She  also  said  there  is 

nothing  in  the  system  to  deal  with  trauma,  from  domestic  violence  or  other,  post-traumatic  stress  and 

other  issues. 

DJ  agreed  referring  to  a  study  showing  that  homeless  people  with  HIV  die  of  trauma,  not  HIV.  Her 

experience  in  the  Emergency  room  confirms  that.  For  the  multi-diagnosed  person,  their  HIV  status  is 

incidental  and  they  may  or  may  not  mention  it 

G\'  said  that  all  of  his  staff  does  harm  reduction  and  deal  with  clients  all  along  the  continuum.  They  don't 

really  have  the  resources  for  training  the  staff.  People  learn  on  the  job.  He  went  on  to  say  that  the  entire 

staff  is  adept  at  doing  referrals  to  detox  and  methadone  maintenance  but  that  the  follow  up  and 

coordination  afterward  was  difficult  -  particularly  with  that  planet  of  its  own  that  is  methadone.  There  is, 


he  said,  great  potential  for  integration  with  methadone  as  people  are  there  regularly.  But  it  seems 

uninterested. 

Laura  Tomas  said  that  the  Council  has  set  aside  a  limited  amount  of  money  for  outpatient  harm  reduction 

counseling  as  an  add  on  to  the  IS  model. 

KL  spoke  of  the  need  for  more  residential  detox  beds  for  clients. 

A  speaker  addressed  the  question  of  dosing  problems  for  clients  on  both  methadone  and  antiviral 

medication.  There  is  no  treatment  protocol,  nor  even  a  working  group  to  address  one.  It  seems  clear,  she 

continued,  that  people  on  certain  antivirals  need  higher  doses  of  methadone,  which  they  don't  get. 

MS  spoke  of  the  perception  that  residential  equals  abstinence,  but  it  is  no  longer  the  case,  that  the 

paradigms  are  shifting  and  need  to  in  order  to  integrate  various  services. 

Kirsten  summarized  by  saying  it  looked  clear  that  we  wanted  substance  use  integrated  into  the  model  but 
that  it  meant  both  access  to  it  and  also  maintaining  clients  in  it  even  during  illness. 

IV.  Suggestions 

Allen  Meyers  pointed  out  that  the  original  IS  model  had  psychiatric  hospitalization  as  its  only  mental 
health  component  and  wondered  if  other  services  like  short  and  long-term  counseling  shouldn't  be 
brought  in  and  how  to  do  that.  He  also  asked  for  feedback  on  the  peer  advocacy  component. 

Housing 

Amy  Cunninhis  spoke  of  how  the  model  presently  has  primary  care  as  the  hub  of  services.  She  suggested 
that  site-based  services  at  a  housing  site  might  be,  not  a  replacement,  but  an  alternative. 
GV  mentioned  that  the  integration  from  emergency  housing  vouchers  to  shallow  subsidies  has  been  much 
harder  than  anticipated.  Their  success  in  transitioning  people  from  vouchers  has  come  because  their  case 
managers  know  housing  well  and  are  proactive,  going  out  and  speaking  to  managers  etc. 
AC  then  mentioned  the  difficulty  in  housing  subsidies.  The  original  plan,  she  said,  had  clients 
transitioning  from  emergency  into  shallow  subsidies.  How  realistic  is  that  in  today's  housing  market? 
Her  program  has  had  some  success  but  it  is  full  now.  After  one  year  that  piece  of  the  model  is  gone 
leaving  only  one  or  two  slots  a  month  due  to  attrition. 

TC  spoke  of  finding  creative  ways  around  these  housing  difficulties.  He  went  on  about  an  idea  from  the 
housing  task  force  of  getting  people  on  subsidies  into  the  same  building.  It  would  be  collective  subsidy  . 
with  site  control.  He  then  evoked  the  unused  HOPWA  subsidies  and  the  possibility  of  transferring  them  to 
people  already  in  housing  and  freeing  up  their  shallow  subsidies.  He  then  brought  up  benefits  counseling 
and  money  management,  which  are,  he  said,  crucial  to  making  housing  successful  for  a  homeless  client. 
DJ  said  that  a  requirement  of  Care  funds  is  that  we  have  to  assist  clients  to  find  every  other  form  of 
funding  available  first  before  using  Care  funds.  That  is  not  happening.  We  need  to  push  the  system  to 
shift  the  burden  from  the  Care  funding.  The  only  way  to  get  mental  health  into  the  model  is  to  push  for 
Medi-Cal  to  pick  up  the  bill.  So  we  have  to  put  more  money  into  benefits  counseling,  she  concluded. 

The  Administrative  Burden 

SS  said  that  one  of  her  frustrations  was  that  her  service  was  not  funded  adequately  nor  were  there  enough 

components  in  the  services.  It  is  a  mishmash.  The  Council,  if  it  is  going  to  fund  integration,  should  pick 

some  projects  and  fully  fund  them.  She  went  on  to  decry  the  amount  and  redundant  nature  of  the  reports 

required.  The  administrative  burden  of  dealing  with  a  Care  grant  is  enormous  and  takes  time  away  from 

patient  care.  Something  must  be  done  about  this,  she  insisted. 

TC  agreed  saying  that  as  there  is  a  9%  cap  on  administrative  costs  in  the  Care  grants,  and  there  will  be  no 

new  money  to  cover  increased  admin  costs  anyway,  we  need  to  go  to  the  DPH  to  see  how  to  reduce  the 

administrative  burden. 

DJ  added  that  she  looked  at  her  notes  from  1997  when  one  of  the  weaknesses  identified  was  the  lack  of 

funding  for  the  increased  burden  of  administration  and  coordination  between  agencies.  There  is  also 

unfunded  training  and  cross-training. 

GV  concurred  that  too  much  time  was  spent  on  paperwork.  He  felt  baffled  by  having  to  do  reports  that 

describe  w  hat  is  in  the  contract.  The  other  problem  is  that  he  is  evaluating  himself.  It  is  a  waste  of  my 


time  and  that  of  my  staff,  he  continued,  to  be  evaluating  ourselves.  Outside  evaluators  should  be  used.  He 

would  welcome  that  and  feels  that  it  would  be  more  valid  if  done  by  outsiders. 

BP  said  a  lot  of  the  reporting  is  done  at  the  request  of  the  Care  council.  It  doesn't  originate  from  the 

AIDS  Office  and  is  not  done  gratuitously.  The  original  figure  for  administrative  costs  was  a  guess,  so  in 

retrospect  maybe  we  have  to  go  back  to  the  Council  and  say  there  should  be  more  for  administrative 

costs.  Or,  he  added,  maybe  we  at  the  AIDS  Office  can  look  at  streamlining  the  process. 

Someone  else  from  the  AIDS  Office  remarked  that  in  the  past  there  was  something  called  "collaboration" 

between  contractors.  Outside  evaluation  revealed  that  it  was  very  costly  to  run  them  well.  When  the 

Council  came  along  they  started  integration  without  taking  into  account  the  extra  administrative  cost  of 

making  it  work  well.  She  then  offered  that  maybe  contractors  and  the  Aids  Office  could  meet  to  look  at 

ways  of  reducing  paperwork,  and  better,  more  efficient  evaluations. 

KL  said  she  thought  bringing  multiple  agencies  together  without  providing  funding  for  someone  to  set  the 

tone,  the  agenda,  put  systems  in  place  etc.  is  to  set  the  program  up  for  failure. 

AM  suggested  that  the  HESA  HIV/ AIDS  Bureau  does  have  an  office  of  training  and  technical  assistance 

and  an  office  of  science  and  epidemiology  that  can  potentially  be  of  assistance  with  training  and 

evaluation  issues. 

Kirsten  brought  back  the  question  should  IS  be  expanded  and  if  so  how? 

No  clear  answer  was  offered. 

DJ  said  there  needed  to  be  incentives  (or  the  threat  of  loss  of  funding)  to  support  changes  towards 

integration.  She  also  recommended  integrated  funding  to  avoid  duplication  of  reporting. 

George  Simmons  said  that  there  were  memos  of  understanding  between  contractors  to  meet  and  consult 

regularly.  People  need  to  talk  with  each  other  more. 

Summarizing,  SS  said  that  what  she  heard  over  and  over  again  was  that  in  a  climate  of  reduced  funding 
we  needed  to  figure  out  how  to  move  money  into  systems  that  have  good  quality  and  are  integrated  and 
that  can  talk  to  each  other.  It  is  important  to  be  pro-active  about  who  is  going  to  be  left  standing  as  the 
funds  dry  up  to  make  sure  that  quality  and  integration  survive. 


All  CARE  Council  and  Committee  meetings  are  held  in  accessible  sites,  and  are  open  to  members  of  the  public.  Participation  of 
people  living  with  HIV  is  strongly  encouraged  Minutes  and  all  information  distributed  to  Council  members  are  available  for 
public  inspection  and  copying.  For  further  information  contact  Council  staff  at  415/863-5462. 
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